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ABSTRACT... Objectives: To determine the different levels of drug non-adherence in patients suffering from Depression. Design: A case-
controlled study. Place and Duration of Study: Hayatabad Medical Complex Peshawar, From February 2008 to August 2008. Patients and
Method: 50-Cases were selected from the out patient department with the DSM-IV diagnosis of major depressive disorder, 50- non psychotic
patients were selected as controls. Both sexes were included. The basic socio-demographic characteristics and the clinical profile of all the
patients were collected. The level of drug non-adherence was recorded at week 4, week 8 and week 12. SPSS version 15 was used for
statistical analysis. The applied method for group comparison was the Chi-square test. Results: The age in mean was 33.78 + 11.30 for the
sample and 30.65 + 9.40 for control group. 38% of these patients were males and 62% females. 58% were married and uneducated from lower
socio-economical class. 70% of the study group and 59% of control group received treatment. The rates of non adherence were statistically not
significant at week 4. However, at week 8 and week 12 the rates of non adherence were statistically significant with the p values of less than
(0.001) respectively. Discussion: Rates of non-adherence with psychotropic / antidepressants are difficult to summarize because they vary
with setting, diagnosis, severity of illness and type of adherence difficulties. Drug non-adherence is a serious clinical problem and it has direct
effects on illness management and prognosis. Conclusions: The available evidence suggests that the outcome for patients who vary
medication doses without consulting a professional is poor.
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INTRODUCTION

A large part of medical practice is complicated by two
problems; the degree to which treatments are specific
and the extent to which they are implemented (adherence
problems). Depending on setting and circumstances up
to half of the benefits are either nonspecific or never
obtained'.

Adherence is a major problem in the treatment of
depression. Although drugs are commonly considered a
critical tool in the treatment of depression, evidence from
descriptive epidemiological studies confirms that about
onein three patients could not complete treatment’.

Adherence may be defined as the extent to which a
person’s behavior conforms to medical or health advice’.

The first international congress on patient counseling
defined this problem as “when a patient does not follow
the treatment schedule suggested to him by the physician
formanagement of some iliness, then the patient can be
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patient can be described as non- compliant'.

Errors in drug adherence may be categorized into 4-
groups, errors of omission, errors of purpose (taking
medicines for wrong reasons), errors of dosage and
mistakes in timing or sequence’.

The degree towhich an individual follows medical advice
is a major concern in every medical specialty’. The extent
of non-adherence in psychiatry (and perhaps its impact
on the patient) may be significantly greater than in other
medical specialties®’.

There are two reasons why psychiatrists need to concern
themselves with the problems of adherence. The first is
the implication, it has for personal practice; another is to
provide expert consultation to the other health
professionals on the management of adherence in
general medical practice’.

Given the necessity of therapeutic agreement the term
compliance has given way to adherence and
concordance’. In considering the nosology of
concordance and adherence a useful distinction is
between, the patients who do not start a medication
(similarly those who do not attend their first appointment)
and those who start the course but either take medication
incompletely (partial adherence) or discontinue
prematurely against medical advice’.

In Sweden Akerblad et al  (2003),° found that among
1031- patients with depression treated in primary care
over a 6-months period only 54.6% of all scheduled
appointments were kept.

The non-adherence habits of those prescribed
antidepressants are recently highlighted in literature.
Roughly 10% of patients prescribed antidepressants fail
to pick up their first prescription and about a third collect
only the nitial ( typically 4-weeks) prescription .

In those on long-term maintenance treatment,
discontinuation rates for selective serotonin reuptake
inhibitors (SSRIs), are about 70%".

Other meta-analyses , have demonstrated that for tri-
cyclic antidepressants (TCAs) and selective serotonin
reuptake inhibitors (SSRIs), drop out rates are in the
range of 21% to 33%, irrespective of the drug class ™",

Considering this enormous and complex problem of drug
non- adherence, this study was designed to determine
the different levels of drug non-adherence in patients
suffering from depression.

PATIENTS AND METHODS

Ahospital based , retrospective, case control study, with
follow ups. Conducted at Hayatabad Medical Complex
(HMC) Peshawar, from February 2008 to August 2008.

Fifty cases were selected from the out patients
department with DSM-IV diagnosis of Major Depressive
Disorder. Fifty non-psychotic patients with other
psychiatric disorders were selected as control group.

Informed consent was taken from all these patients and
they were Interviewed the same day , using a semi
structured proforma designed for this study. Both sexes
were included.

The basic sociodemographic characteristics and the
clinical profile of all the patients were collected. The level
of drug non-adherence was recorded at week 4, week 8
and week 12. SPSS version 15 was used for statistical
analysis.

RESULTS

The mean age of study group was 33.78+% 11.3 years as
compare t0 30.65 +9.40 years of control group. 62 % of
the participants were women. Majority of the participants
were married, house- wives, from the lower socio-
economic class and rural area of living . There were no
significant differences in the socio-demographic
characteristics between the two groups. The socio-
demographic characteristics of study sample and
controls are summarized in table—|.

Table-Il shows the clinical profile of all the patients. The
clinical profile indicated that the illness onset was acute,
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with predominantly short duration of illness. 70% of the
sample and 59% of the control group received treatment
within 1.50 months and 1.55 months respectively. 38% of
the study group as compared to 22%o0f the control group
never had any relapses.

Table-Ill, shows the different levels of drug non-
adherence. The rates of non adherence at week-4 were
statistically not significant, with the P-value of (0.003)
Which were higher than the predetermined statistically
significant P- Value of (0.001). However, at week 8 and
week 12 the rates of non adherence were statistically
significant with the P-values of less than (0.001)
respectively.

DISCUSSION

In the present study the most affected age group was from
25-35years with a mean of 33.78 + 11.30, which is also
reported in national™" and international studies'**** 38%
of our study group were menand 62% women, whichis a
common and most consistent finding reported in the
international literature”**, on depression with the ratio
of 1:1.9 of men towomen.

Boyed and Weisman,* found depression, to be more
frequent in divorced and separated, while up to 58% of
our sample were married. Similar results are reported by
Chaudhrietalinlocal study".

National®" and international studies® have reported
increased frequency of depression in the lower socio-
economical groups. 68% of our sample had acute onset,
70% of them already received treatment with an
antidepressant drug and 38% had no relapses of
depression.

The present study was conducted to determine the
different levels of drug adherence, with antidepressants
drugs, as compared to the drug adherence of a non-
psychotic, control group. This comparison was done with
afollow-up designed at week-4, week -8 and week 12.

The rates of non adherence were statistically not
significantwith a P-value of (0.003) at week 4. While, we

Table-l. Socio-demographic characteristics of study
sample and controls.

Sample (%) n=50
33.78+11.30*

Variable Control (%) n=50

30.65+9.40

Age (mean)

Males 38% 38%

Females 62% 62%

Marital status

Single 30% 33%
Married 58% 57%
Widowed 9% 7%
Separated 3% 3%
Edaton
Uneducated 46% 48%
Primary 22% 25%
Middle 12% 10%
Secondary 10% 9%
Intermediate 6% 5%
Graduation 3% 2%
Post graduation 1% 1%
Govt-employed 8% 6%
Self employed 12% 14%
Un-employed 28% 26%
Student 10% 6%
House wife 42% 48%

Socio-economical status

Upper 2% 1%
Middle 21% 15%
Lower 77% 84%
Urban 46% 40%
Rural 54% 60%
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Table-ll. Clinical characteristics of study sample and
controls.

Variable Sample (%) Control (%)

n=50 n=50

Onset of illness

Acute 68% 64%

Insidious 32% 36%

Duration of illness

1 month 34 31
1 to 6 month 14 15
2 to 6 months 21 23
6 months to 1 year 17 19
More than 1 year 14 12
First contact for 1.50+0.50* 1.55+0.52*

treatment (in months)

Past history of psychiatric illness

Present 33% 39%

Absent 67% 61%

Family history/psychiatric iliness

Present 46% 41%
Absent 54% 59%
Received treatment 70% 59%
Partially treated 12% 24%
Un-treated 18% 17%
No relapse 38% 22%
One relapse 16% 30%
Two relapses 17% 21%
Three relapses 15% 18%
More than 4 relapses | 14% 9%
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noted a statistically significant difference, in the level of
drug non-adherence, between the study sample and the
control group, at week-8 and week-12 with the P-values
of (0.001) respectively.

In a study of 200 patients attending 14- family physicians
in five different practices, Johnson in 1981, found that
the drug non adherence rates were 16% at week 1, 41%
atweek two, 59% atweek three and 68% atweek four.

Generally the rates of non-adherence with psychotropic /
antidepressants are difficult to summarize because they
vary by setting, diagnosis, severity of iliness and type of
adherence difficulties.

Drug non-adherence is a serious clinical problem and it
has direct effects on illness management and
prognosis”. Early non-adherence increases the risk of
further non —attendance. Socio-economic factors and
degree of social supervision may also influence a
patient’s drug adherence.

The available evidence suggest that the outcome for
patients who vary medication doses without consulting a
professional is poorer”*. For this very reason, poor drug
non-adherence, the long term out-come of depression
remains relatively poor, remission often followed by
continuing residual symptoms, early relapse and latter
recurrence™**"%,

The present study was conducted to determine the
different levels of drug non-adherence and it was not
meant to find out the different causes, reasons and
factors leading to problems of drug-non adherence.

CONCLUSIONS

The combination of psycho-educational approaches, like
compliance therapy” with adequate and effective
psycho-pharmacotherapy and appropriate education of
the family members regarding depression and its course
and prognosis, along with rehabilitation, are the best
means of improving drug adherence and hence recovery
from severe depression.
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Table-lll. Non-adherence at week 4, week 8 and week 12.

Drug adherence in different groups at week 4

Drug adherence in the last month P-value
90% of the time 50-90% of the time | 10-50% of the time | less than 10% of the time
case 14(24.6%) 25(78.1%) 8(100.0%) 3(100.0%)
0.003
control 43(75.4%)

7(21.9%) 0(.0%) 0(.0%)

Drug adherence in different groups at week 8

Drug adherence in the last month P-value
90% of the time 50-90% of the time | 10-50% of the time | less than 10% of the time
case 8(21.1%) 21(55.3%) 20(90.9%) 1(50.0%)
control 30(78.9%) 17(44.7%) 2(9.1%) 1(50.0%) <0001

Drug adherence in different groups at week 12

Drug adherence in the last month P-value
90% of the time 50-90% of the time | 10-50% of the time | less than 10% of the time
case 3(10.7%) 12(33.3%) 32(97.0%) 3(100.0%)
control 25(89.3%) 24(66.7%) 1(3.0%) 0(.0%) <0001

Therefore, clinicians need to examine their own roles in
the formation of the therapeutic alliance, including their
attitudes, their ability to listen and respond to the patient’s
concerns( and beliefs about medication), and the quality
and quantity of information they give, to the patients and
their family members.

CLINICAL IMPLICATIONS

Given the high risk of missed medication and missed
appointments in psychiatry it is suggested that methods
are developed that help patients who have adherence or
attendance difficulties.

These methods should be applicable to the
clinical care and most effective in our setting.
Copyright© 27 Nov, 2009.

routine
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